 (BrJ Ophthalmol 1996;80:951-955) 
In 1976, India was one of the first countries in the world to embark on a national programme for control ofblindness. Major emphasis in this programme is given to the expansion of eye care services to combat blindness caused by cataract. India pioneered the concept of eye camps, which brought cataract surgery within reach of people in the remotest areas. Eye care services are provided by the government (free), by non-governmental organisations (free or subsidised), and by the private sector (commercial charges).
The increase in service facilities resulted in a considerable rise in the number of cataract operations: from 0.5 million operations in 1981-2 to 2.2 million in 1994-5.' However, the prevalence of cataract blindness increased even further; from 2.4 million cataract blind people (visual acuity < 3/60 in the better eye, with available correction) in 1974 to 4.3 million in 1986.2
The number of cataract operations performed was not sufficient to compensate for the increase in incident cases, as well as the accumulation of a backlog of cataract blindness.
Three questions arose after this experience:
(1) Why has the expansion of eye care services not kept pace with the increase in cataract blindness?
(2) Which indicators were used and why did they not indicate this shortfall in services? (3) Can other indicators measure more adequately the impact of cataract intervention programmes?
Materials POPULATION AT RISK FOR CATARACT BLINDNESS
Demographic changes like population growth and aging, together with low utilisation of surgical services, are the main reasons for the worldwide increase in cataract blindness.'
In India, the demographic changes have been dramatic over the past 20 years. The population at risk for age related cataract, people of 50 years and older, has this output has on the prevalence of blindness in that community-the surgical coverage. Table 1 gives an overview of the indicators described above. Most indicators can be calculated on the basis of data already available.
Two proposed indicators, the success rate and the sight restoration rate, can be calculated from individual patient records. The other two proposed indicators, prevalence of cataract blindness in people of 50 years and older and the cataract surgical coverage, can be obtained through rapid assessments.
SURGICAL NEEDS
The need for cataract surgery can be calculated, using the available prevalence data from the WHO-NPCB study of 1986 for India as a whole or for individual states.2 The annual incidence of cataract blind people (VA < 3/60) is estimated at 2 million.1 A realistic approach is to calculate the needs against the population at risk for cataract blindness-for example, those people of 50 years and older. To include children would distort the figures on needs for surgery.
The term 'need' has to be used here with caution. It should take into account the definition of cataract blindness, as well as the demand and eligibility for cataract surgery in a particular population. Does the intervention programme focus on removing cataract blindness and restoring functional eyesight, by operating on one eye only, or does it aim on operating on both eyes for optimal visual results? The availability of resources may determine what policy is to be selected.
In India, blindness is defined as visual acuity less than 6/60 in the better eye, with the best available correction. The majority of patients, however, only seek help when their vision falls below 3/60 in the better eye. Most eye surgeons will only operate when the visual acuity is less than 1/60 or 3/60.
In the developed world, patients with cataract and a VA of 6/12 or 6/18, by definition not blind, come for surgery. Therefore, the demand or need for cataract services is much higher than the number of patients, blind due to cataract only.
In this paper, we propose as our goal a maximum reduction in the number ofpatients blind (VA < 3/60) as a result of cataract. The needs thus calculated are minimum needs.
In Table 2 the need for cataract surgery in India in 1994 is calculated, both for eyes as well as for people blind due to cataract in the age of 50 years and older. The NPCB estimates the annual incidence of blindness due to cataract to be 2 million people or 4 million eyes at present. To control blindness, at least the number of new cases (annual incidence) has to be covered plus part, say 10%, of the old cases (prevalence = backlog).
In India, with a population of 125 million above 50 years of age, between 2.5 (125 x 20 200) and 5.8 (125 x 46 400) million sight restoring cataract operations have to be performed every year to contain the annual incidence and reduce the backlog. The exact Using individual patients records, it is also possible to measure the proportion of cataract operations that resulted in restoring eyesight in bilaterally cataract blind people, who, subsequently, can be removed from the prevalence. It is a measure of effectiveness of the cataract intervention programme in a particular year. P(pre) -P(post) total catops/year where SRR = sight restoration rate/year P(pre) = people blind (preop)/year P(post) = people blind (postop)/year
The sight restoration rate is determined by the success rate as well as by the selection criteria for cataract surgery. Removing the cataract in the first eye of a bilaterally blind person will restore eyesight in around 90% of cases in India. Operating on the second eye in the same patient may improve the quality of vision, but does not reduce blindness any further. When only bilaterally blind people are selected for surgery and operated in only one eye, the sight restoration rate becomes equal to the success rate, 90%.
In developing countries where resources are limited, priority should be to remove the disability caused by blindness in as many people as possible.
As with the success rate, sight restoration has to be defined in terms of visual acuity.
The sight restoration rate of two surgical unitsl'11 is given in Table 6 . In this case, sight restoration was defined as a person blind preoperatively (VA less than 3/60 in the better eye) and not blind (VA > 3/60 and > 6/60 respectively) postoperatively.
It is remarkable that the sight restoration rate is so low. To some extent, this can be attributed to the suboptimal success rate. The main cause, however, is the fact that only 33-43% of the patients were bilaterally blind, the other 57-67% being unilaterally blind persons. This illustrates clearly that case selection is the major factor determining the effectiveness of the cataract intervention programme.
IMPACT
So far, the impact of a cataract intervention programme, to which extent it has reduced cataract blindness, has not been measured routinely.
After 
